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Abstract
In the European Union (EU), health policy and 
the institutional reform of health systems have 
been treated primarily as national affairs, and 
health care systems within the EU thus differ 
considerably. However, the health policy field 
is undergoing a dynamic process of European-
ization. This process is stimulated by the ori-
entation towards a more competitive economy, 
recently inaugurated and known as the Lisbon 
Strategy, while the regulatory requirements of 
the European Economic and Monetary Union 
are stimulating the Europeanization of health 
policy. In addition, the so-called open method of 
coordination, representing a new mode of regu-
lation within the European multi-level system, 
is applied increasingly to the health policy area. 
Diverse trends are thus emerging. While the Lis-
bon Strategy goes along with a strategic upgrad-
ing of health policy more generally, health pol-
icy is increasingly used to strengthen economic 
competitiveness. Pressure on Member States is 
expected to increase to contain costs and pro-
mote market-based health care provision.
European Union; Health Policy; Health Systems
Health policy in Europe: a domain of the 
individual Member States
The European Union (EU) covers 25 Member 
States with some 460 million inhabitants. In the 
early 21st century, the EU is still characterized by 
the predominance of economic integration. The 
Common Market established the free movement 
of goods, capital, persons, and services among 
Member States. Meanwhile, there is a lack of cor-
responding political competencies at the Euro-
pean level, especially in the field of social policy 
in general and health policy in particular 1,2.
European integration has had little impact on 
national health policy thus far. It is true that the 
European Treaty obliges EU institutions to focus 
on improving the population’s health and to en-
sure a high level of health protection in all fields 
of Community policy. Since the 1990s, a num-
ber of programs empowering EU institutions to 
protect public health have been launched by the 
EU Commission on the basis of its competen-
cies in guarding against disease 3. However, the 
legal obligations of the EU Treaty involve rather 
broad provisions, and the European institutions 
are subject to the principle of subsidiarity when 
exercising their authority in areas of social and 
health policy and other affairs. The EU is only al-
lowed to promote cooperation between Member 
States and to complement their policies. Due to 
this narrowly defined scope of action, the EU has 
explicit legislative powers in only a few spheres 
ARTIGO   ARTICLEGerlinger T, Urban H-J S134
Cad. Saúde Pública, Rio de Janeiro, 23 Sup 2:S133-S142, 2007
of preventive policy, the most important being 
workplace health and safety and various aspects 
of health-related consumer protection. In these 
areas the EU sets supranational minimum stan-
dards that the Member States must meet. By 
contrast, the authority to shape the health care 
system lies entirely with the Member States (Ar-
ticle 152, par. 5), which are thus individually re-
sponsible for:
•  The type and extent of coverage afforded by 
the social security system in case of illness (i.e., 
financing of payments and scope of services);
•  Organization of the health care system, in-
cluding institutional structures and the division 
of labor among the professional groups;
•  The decision on the distribution of authority 
over the regulation of health care systems.
In early 21st century Europe, health policy 
(like other social policies) remains mostly a na-
tional affair. Attempts to achieve harmonization 
and Europeanization have usually foundered due 
to the disparate levels of economic development 
in the Member States, each country’s established 
institutional arrangements governing health pol-
icy, and the dissimilar traditions of social policy 
across the EU. In addition, governments of the 
Member States have two key interests in main-
taining their own policy leverage. First, the na-
ture and scope of the social safety net in case of 
illness can affect government budgets and labor 
costs of domestic companies – factors that na-
tional governments, as calibrators of internation-
al competition to attract industry, would prefer to 
shape at their own regulatory discretion. Second, 
social policy and its attendant guarantee of basic 
public services is a “valuable source of political 
legitimation” 4 (p. 31). So far, only the individual 
countries have been able to tap this source. En-
titlement to proper medical services is a corner-
stone of the welfare cultures in the industrially 
developed capitalist states and is seen almost as 
a kind of civil right “Health care matters (...) Be-
ing able to go to the doctor is one of the hallmarks 
of citizenship in most advanced industrial coun-
tries” 5 (p. 35). Few if any governments are in a 
position to back out of their ensuing obligations, 
and successfully meeting such commitments is 
sure to be acknowledged by the electorate – an 
option that legitimacy-dependent national gov-
ernments understandably do not wish to forgo. 
When it comes to exchanging state social benefits 
for acceptance or votes, health policy lends itself 
better than nearly any other field. This vested in-
terest of the countries was also expressed and in-
stitutionally anchored in the division of responsi-
bilities and authority among EU institutions and 
Member States in European Community law. In 
any case, it proved impossible to harmonize the 
health care systems of the EU Member States by 
imposing supranational legal obligations.
Although national health care reforms since 
the 1980s have often resorted to similar regula-
tory instruments, and although certain conver-
gent trends are therefore identifiable, they are 
not due to the establishment of any transnational 
regulatory authority 5. These reforms and trends 
are mainly a response to shared root conditions 
of economic and financial policy, to comparable 
health problems, and in many cases to similar 
shortcomings in the various medical care sys-
tems. Despite such convergence, the wide range 
of health care systems persists, with serious dif-
ferences in the structure of medical services, 
funding, and regulatory framework 6,7.
The heterogeneity of health care 
systems in Europe
Due to the specific traditions of EU Member 
States, there are a wide variety of national health 
care systems in Europe 8. In order to illustrate 
their heterogeneity we select five countries repre-
senting different types of Member States: Portu-
gal as an example of a Southern European Mem-
ber State, Germany as the largest economy in the 
EU and representing Continental Europe, Swe-
den as the most prominent Northern European 
member, Poland as an example of the Eastern 
European states that joined the Union in 2004, 
and the United Kingdom as a special case.
As Table 1 shows, there are differences in the 
economic framework of health care. Gross do-
mestic product (GDP) and health expenditures 
differ considerably.
Resources for health care delivery also differ 
widely among the Member States. The number 
of practicing physicians per 1,000 inhabitants in 
Germany is 50% greater than in the UK, while 
the numbers of practicing nurses in Sweden and 
hospital beds in Germany are 2.5 times those of 
Portugal (Table 2). 
Nevertheless, the heterogeneity of health 
care systems is not confined to economic perfor-
mance or quantitative indicators of health care 
delivery, but also affects the overall organization 
of services. In many Member States, health care is 
organized as a national health service (UK, Swe-
den), while in others (Germany, France, Neth-
erlands) it is based on a health care insurance 
system. Against this background, differences be-
tween health care systems affect the structure of 
their supply, financing, and regulation. 
Supply structure includes the nature and 
scope of benefits covered by public finance, the 
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(physicians and nurses, general practitioners and 
specialists), and the rules for access to health care 
institutions. In some Member States, especially 
those relying on a national health service, out-
patient care is provided exclusively by general 
practitioners, while specialized care is restrict-
ed to hospitals; other countries, predominantly 
with health insurance systems, offer a free choice 
between general practitioners and specialists in 
outpatient care, while hospitals are usually al-
lowed to deliver inpatient care only. The financial 
structure includes both the level of health care 
spending and modalities for funding health ser-
vices: some systems are predominantly funded 
by taxes, others by income-related insurance 
contributions. The distribution between public 
and private funding also varies, as does the ratio 
of publicly to privately insured individuals. Some 
national health care systems and health insur-
ance-based systems (e.g. Netherlands) provide 
coverage for all citizens, while in other systems 
(e.g. Germany) a minority of the population is 
not subject to mandatory health care insurance.
Finally, the regulatory structure includes 
both the decision-making structures (i.e., actors 
and processes in health care regulation) and the 
underlying regulatory mechanisms. In health in-
surance systems, the government’s role is usu-
ally limited to defining a regulatory framework, 
and competencies for detailed regulation are 
delegated to corporative actors. In contrast, in 
countries based on a national health service, gov-
ernment and public authorities themselves more 
often make the rules, even with regard to specific 
problems. Although most EU Member States rely 
increasingly on market mechanisms, the respec-
tive importance of government, corporative, and 
market-based regulatory elements still differs 
from country to country.
Repercussions of European integration 
for national health policy
Despite the above, it would be a distortion to as-
sert that there is no encroachment of Member 
Table 1  
Gross domestic product (GDP) and health expenditure in selected Member States of the European Union, 2003.
    GDP  Total health expenditure  Total health expenditure
    (US$ PPP, per capita)  (US$ PPP, per capita)  (% of GDP)
 Portugal  18,725  1,797  9.6
 Germany  27,094  2,996  11.1
  Sweden  28,881  2,594 *  9.2 *
 Poland  11,524  677  *  6.0  *
  United Kingdom  29,826  2,231 *  7.7 *
* 2002.
PPP: purchasing power parity.
Source: Organisation for Economic Cooperation and Development 8.
Table 2  
Number of physicians, nurses, and hospital beds per 1,000 inhabitants in selected Member States of the European Union, 2003.
    Practicing physicians  Practicing nurses  Hospital beds
Portugal 3.3  4.2  3.6  *
Germany 3.4  9.7  8.9  *
Sweden 3.3  *  10.2  *  -
Poland 2.5  4.9  -
United Kingdom  2.2  9.7  4.2
* 2002.
Source: Organisation for Economic Cooperation and Development 8.Gerlinger T, Urban H-J S136
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States’ autonomy where health policy is con-
cerned. European integration has indeed gained 
importance for health policy in the EU Member 
States over the years and in some ways has gener-
ated standards for national policy. This growth in 
supranational influence has occurred in several 
ways 2:
•  By creating and deepening the political union, 
the EU spelled out and successively broadened 
the authority and obligations of its institutions 
to act on health matters, as mentioned above. In 
particular, EU institutions have been assigned 
explicit regulatory authority in some fields rel-
evant to prevention policy since the late 1980s.
•  The creation of a single European market lim-
its the freedom of the Member States to manage 
their own health policies. Several rulings by the 
European Court of Justice clearly demonstrated 
that although Member States are responsible for 
structuring their health care systems, they must 
comply with the “four freedoms” (free movement 
of goods, persons, capital, and services) under 
the single market, particularly cross-border enti-
tlement to health services. 
•  The obligations entailed in the four freedoms 
somewhat curtails the latitude for shaping na-
tional regulatory systems. For example, tension 
has arisen between European and national leg-
islation on competition, especially for regula-
tion of health care systems. The German system 
is a good example. It is moot whether collective 
contracts (which are central to it) are compat-
ible with the proscription of agreements that pre-
vent, restrict, or distort competition within the 
Common Market (Art. 81, EC Treaty) and on the 
“abuse of a dominant position within the com-
mon market” (Art. 82, EC Treaty). A declaration 
by the European Court of Justice that collective 
health insurance contracts violate the Treaty on 
European Union could nullify key elements of 
the regulatory system in German health policy. 
Although rulings by the European Court of Jus-
tice have not indicated that the collective con-
tract system (permitted under German health 
insurance law) will be classified as incompatible 
with European Market law, there is obviously a 
trend towards trans-nationalization of health 
policy governance.
The Lisbon strategy of competition and 
the open method of coordination
European integration is influenced largely by the 
establishment of the Euro financial regime (with 
the growth and stability pact and the function 
of the European Central Bank at its core). Due 
to increasing economic difficulties, the EU has 
emphasized competition policy as a new path 
to integration, an idea that is systematically ex-
pressed in the vision formulated at the European 
Summit in Lisbon 2000. The overriding objective 
is to make the EU “the most competitive and dy-
namic knowledge-based economy in the world” 8 
(p. 2). For the European Council, achieving this 
goal means having:
•  To consolidate public finances on a lasting ba-
sis;
•  To accelerate the integration of underem-
ployed population groups into the labor market; 
and
•  To modernize (as the term is used) the social 
protection systems in the EU.
The Lisbon redirection of competition policy 
engenders economic, fiscal, and employment 
policy standards and imperatives that radiate 
into neighboring policy fields, including health. 
Health policy is gaining considerable impor-
tance because it is seen as having an immediate 
bearing on the new integration strategy’s suc-
cess. Under pressure from the targets set by the 
growth and stability pact, the countries are trying 
to extend strict budget discipline to their public 
health care systems as well. Additionally, cultivat-
ing the health of human resources is expected to 
help build the potential for productivity, just as 
encouraging the expansion of European health 
management is expected to build employment 
potential. Both objectives are part of a fiscal con-
solidation policy. The emerging field of European 
health policy thus derives its developmental en-
ergy from this nexus of fiscal, competition, and 
employment policy.
This shift fundamentally alters the socio-
economic and political conditions surrounding 
health policy in Europe. In this context, social 
policy, specifically health policy, is increasing in 
status and changing its focus. The new strategic 
appreciation is apparent in the systematic inte-
gration into European economic and growth pol-
icy. The functional objective of social and health 
policy has been redefined. Redistribution, the 
compensation of social risk, and the other clas-
sical goals are no longer the primary criteria. The 
main thrust now is to take the European model of 
development and steer it toward competition as 
effectively as possible.
The open method of coordination is pivotal 
in this reassessment and realignment of Euro-
pean social and health policy. It should improve 
voluntary cooperation and the transfer of sound 
procedures between the EU Member States, 
helping them to continue developing their own 
national policies. The salient point is to increase 
the efficiency with which the national policies 
in the various fields are integrated into efforts to RECENT TRENDS IN EUROPEAN HEALTH POLICY S137
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achieve the overall strategic goal, namely greater 
competitiveness of a European knowledge-based 
economy by consolidating public budgets and 
modernizing social protection.
The open method of coordination was de-
fined for the first time in the conclusions drawn 
by the Council of Lisbon. It encompasses the fol-
lowing core elements 8:
•  Setting guidelines for the development of in-
dividual policy areas, including a timetable for 
achieving short, medium, and long-term objec-
tives;
•  Establishing quantitative and qualitative in-
dicators and benchmarks to facilitate compari-
son of national practices and identify sound pro-
cesses;
•  The adoption of European guidelines in the 
Member States’ policies by developing concrete 
objectives and enacting appropriate measures;
•  The regular supervision, evaluation, and 
mutual examination of the measures taken and 
progress achieved.
As defined at the Lisbon Summit, the open 
method of coordination differs in general from 
past policy strategies and procedural practice 
in distinct ways that mark it as a new regulatory 
model:
•  The open method of coordination is a pro-
cedure for developing common policies that go 
beyond the traditional rule- and norm-setting 
established in the Treaty on European Union 
– that is, beyond predominantly issuing guide-
lines and regulations. The idea is to foster politi-
cal commonalities among the Member States not 
by transferring resources of control (e.g., rights 
and money) but rather by advancing a process of 
coordination and learning (“soft regulation”) that 
leaves the formal authority of the Member States 
intact 9;
•  The European Council, European Commis-
sion, and EU Council of Ministers become the 
prime actors in European-wide coordination. 
The key role lies with the European Council, ex-
plicitly accorded a strengthened managing and 
coordinating function and responsible for su-
pervising the implementation of strategies and 
processes and taking corrective action if neces-
sary 10;
•  The purpose is to promote political common-
alities among the Member States by engaging 
in the desired joint process of coordination and 
learning, which tends to rely on “communicative 
and interactive” forms of control 11 and dispenses 
with binding targets and formal sanctions;
•  The open method of coordination thus follows 
a kind of “third way” between the classical search 
for harmonization and mere recommendations 
or intergovernmental agreements 9,12,13,14. This 
process attempts to inaugurate the transition 
from a strategy of harmonizing institutions to 
one of harmonizing policy objectives. Conver-
gent developmental processes are to be achieved 
through EU-wide coordination of policy formu-
lation, without formally jeopardizing national 
sovereignty. The open method of coordination 
therefore links two contrasting interests: that of 
EU institutions in broadening their influence on 
health policy and that of the Member States in 
preserving their sovereignty.
The open method of coordination is to be 
applied to health policy (in addition to employ-
ment, pension, and poverty and social exclusion 
issues). In several reports and other documents 
approved by the EU since the Lisbon Summit, 
the European Commission and European Coun-
cil describe the problems that the health care 
systems of Member States have in common and 
define EU-wide goals for reform of health care 
systems 15,16. Challenges that health policies in 
Europe share and must address include:
•  The increasing proportion of elderly in the to-
tal population;
•  The impact of new technologies and therapies 
on medicine; and
•  The mounting popular demand for medical 
care and appropriate services as living standards 
and levels of education improve.
The Commission noted that these matters 
raise the question of budget management and 
escalate the pressure to curb costs. It is therefore 
necessary to develop “clear, transparent, and ef-
fective evaluation mechanisms” 16 (p. 7). Thus, 
the European Commission unequivocally makes 
the long-term financial viability of health policy a 
regulatory premise of economic and fiscal policy 
in the EU.
The Commission formulates three main 
health policy objectives in the EU to be achieved 
simultaneously 16:
•  Universal access to high-quality health care;
•  Increased transparency and quality of health 
care systems by evaluating medical procedures 
and service structures;
•  Continuation of reforms aimed at cost con-
tainment (accompanied by efforts to consolidate 
public budgets and ensure adequate funding for 
health care).
In view of the above-mentioned analysis and 
goals, the EU concludes that Member States’ 
health care systems must be adapted to meet the 
demands of a dynamic, growth-oriented econo-
my. In the Council’s view, the changes must in-
volve not only cutting costs but also modernizing 
the systems in order to promote efficiency. This 
message is still the thrust of the Commission’s 
analyses and proposals for action.Gerlinger T, Urban H-J S138
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Presumable impact of Europeanization 
on health policy
There are indications that the open method of 
coordination expands the opportunities for co-
ordinating national health policies. However, it 
also involves practical difficulties and risks for 
the delivery of health care.
Problems specific to the field of health policy
The open method of coordination’s methodologi-
cal drawbacks are particularly daunting given the 
special nature of health as a focus of regulatory 
policy. Even as benchmarking and best practices 
spread to more policy fields and organizations, 
research has increasingly identified their limits 
and problems 17. In principle, when compar-
ing systems, the complications tend to increase 
with the complexity of the systems for action and 
policy fields. The effect of individual control ele-
ments cannot be grasped precisely, because they 
only work under specific circumstances. Nor can 
individual elements be arbitrarily transposed to 
other contexts, since they may entail unforeseen 
side effects when embedded in a different set of 
conditions.
These fundamental problems are especially 
serious in the evaluation of health care systems. 
Unlike unemployment insurance or old-age pen-
sion systems, health care systems do not orga-
nize monetary redistribution and transfers. Rath-
er, health care systems are complex economic 
sectors or systems of social action centered on 
rendering personal services. In terms of institu-
tions, entitlements, and norms, these systems 
are extremely heterogeneous and complex 18. 
The usual regulatory instruments (e.g., forms of 
compensation and institutional arrangements of 
health service providers) do not lead to particular 
results “per se”. Instead, they operate within the 
context of a specific system or in interaction with 
other elements in it, thus exacerbating the prob-
lem with transposition.
In addition, the social complexity of health as 
a “good” produces problems. Services provided 
through health policy relate to the treatment of 
diseases, health promotion, or both. Health and 
illness are the results of an almost overwhelming 
number of variables that can occur in different 
combinations. In most cases, the utility of certain 
interventions can only be assessed reliably in the 
long term, if ever. 
Given the heterogeneity of the health care 
systems and the societal complexity of health as 
a phenomenon, it is difficult to imagine how a 
benchmarking process is supposed to identify 
examples of best practices that might serve as 
universal standards for providing effective and 
efficient services. The definition of indicators and 
benchmarks always reflects individual interests 
and power relations, thus further complicating 
the problem. 
If nothing else, this conundrum demands ex-
ceptionally high quality data on which to base 
health policy. Such quality cannot be taken for 
granted. Dissimilar national data collection 
methods and statistical and conceptual distinc-
tions in the individual EU countries seriously re-
strict even rough comparisons of resources and 
their use in EU Member States. Limitations on 
the measurement of health care outcomes are 
even more serious. Even where such comparative 
data exist, it is difficult for the observed health 
care outcomes to be causally attributed to dis-
crete features of the respective systems.
Problems of inter-policy-related 
goal conflicts
The open method of coordination entails a num-
ber of problems even beyond the friction in the 
health policy field 9. One such problem pertains 
to cooperation between actors and to their com-
petencies at the national and European levels. 
Another source of tension stems from the sub-
stantive underpinnings of the guidelines and the 
compatibility of policy goals.
Procedural tensions and policy entangle-
ments result from the distribution of tasks and 
competencies between national and suprana-
tional actors. The Europeanization of health 
policy through the open method of coordination 
is utterly incongruent with a unidimensional 
transfer of competency from the national to the 
European level. Political arenas at the European 
level are forming in which the European Court 
of Justice, European Commission, and European 
Council pursue health policy more actively and 
decisively than in the past. Provisions defined 
at the European level are narrowing the policy 
options available at the national level, while key 
actors in the national health care systems are us-
ing the European decision-making processes to 
achieve their own interests and strategy options.
These new kinds of linkage between national 
and European health policy generate tensions in 
the field. On the one hand, rulings by the Europe-
an Council and European Commission stress that 
the principle of subsidiarity applies to this policy 
field as well, and that the special national aspects 
of health care systems must be considered when 
preparing European guidelines. Meanwhile, re-
forms are expected to adopt certain shared crite-
ria and objectives and hence lead to a particular 
(albeit still unspecified) convergence of charac-RECENT TRENDS IN EUROPEAN HEALTH POLICY S139
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teristics and goals across the systems. Experience 
with European-wide negotiations has shown that 
the Member States usually press for goals and in-
struments that require the least adaptation at the 
national level. If such practice also dominates 
the application of the open method of coordina-
tion, agreement will probably not extend beyond 
the lowest common denominator. The approved 
guidelines will subsequently be quite vague, and 
Member States will probably feel little pressure 
to adapt.
It is also conceivable that Member State gov-
ernments are using the European level to cham-
pion reform strategies that they see as desirable 
but whose acceptance would either founder due 
to national power constellations and barriers to 
reform or cost a great deal of support. But even 
where European guidelines are considered un-
welcome, the open method of coordination can 
exert substantial pressure to adapt despite na-
tional sovereignty, because goals that are based 
on European-wide agreement, judged important 
to competition and stability policy, and commu-
nicated through national and European media 19 
can quickly become the parameters for national 
policy. Politically delinquent governments (the 
name-and-shame strategy) ought to suffer the 
consequences. However, such a development re-
quires the emergence of a European public that 
influences the national discourses on health pol-
icy. Only then can one plausibly assume that Eu-
ropean guidelines will put pressure on national 
veto-players to adapt.
But the main problems for the implemen-
tation of the open method of coordination will 
probably arise from the menacing conflicts in 
goals that could ensue from utilizing the health 
policy (and health policy targets) of the European 
Council and European Commission for purposes 
of competition policy and consolidation of pub-
lic budgets. The goal of ensuring a high level of 
social protection and open access to health care 
services implies a high level of public spending, 
which would clash with the cost-cutting needed 
to achieve the Maastricht stability criteria and 
would thus weaken the EU. Conversely, the in-
tended utilization of health policy to promote 
competition policy and cost containment can 
encourage privatization of medical treatment, 
endangering the goal of ensuring a high level 
of social protection and unhindered access to 
health care services.
But if the implicit or explicit goals are not 
achievable all at once and if goal conflicts are 
foreseeable, then the political decision-makers 
setting the health policy agenda will eventually 
have to rank health policy priorities. Because the 
calculation of the annual public debt includes 
both the state health systems and quasi-gov-
ernmental social insurance institutions under 
public law, it is not surprising that the financial 
development of the health systems is monitored 
to keep from potentially jeopardizing fiscal sta-
bility. This strategic logic for anchoring the coor-
dination of health policy firmly in the European 
financial regime’s stability targets explains why 
the policy goals of consolidation can be expected 
to take priority over those of medical services. 
Meanwhile, cost containment may well take pri-
ority over the goal of ensuring comprehensive, 
high-quality care when setting indicators and 
benchmarks.
The European Commission’s report about the 
future of the health care system and care for the 
elderly 16 consistently points to such prioritiza-
tion. It emphasizes that health policy is vital for 
the implementation of quality and viability strat-
egies, which must respect the principles set in 
the Broad Economic Policy Guidelines for 2001. 
Health policy thereby focuses on the economic 
policy premises designed to consolidate public 
budgets and stabilize prices and on the accumu-
lation of physical and human resources in the 
private sector. Accordingly, it appears absolutely 
logical that cost containment be given prefer-
ence over the goal of ensuring comprehensive, 
high-quality care in the setting of indicators and 
benchmarks.
Recent experience supports this expectation. 
At the Brussels Summit in March 2005, against 
the background of the economic crisis and rising 
unemployment rates, the European Commission 
and European Council reformulated the Lisbon 
Strategy. The renewed “Lisbon Strategy” reem-
phasizes the focus on growth and employment 
20,21,22,23. The European Council instructed the 
Commission to develop integrated guidelines for 
2005-2008. These guidelines will be valid for three 
years and will be implemented into national re-
form programs to be presented by Member States 
in autumn 2005. In those programs, countries are 
supposed to state precisely what measures they 
intend to take in order to support growth policy. 
All aspects relevant to the Lisbon Strategy, in-
cluding health policy, will be integrated into one 
report, thus further strengthening the connec-
tion between health policy and economic policy.
Priorities like these would tie European health 
policy into trends that have existed for some 
time at the national level. Since the 1980s, cost 
containment and consolidation have acquired 
higher status as a “fiscal imperative” of govern-
ment policy goals in the health field within the 
developed capitalist democracies. In the 1990s, 
the specter of economic stagnation and the pres-
sure resulting from the steady cost increases in Gerlinger T, Urban H-J S140
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national health care systems further fueled this 
trend, worsening the conditions for funding in-
novative forms of care and threatening to raise 
greater social barriers to services. The longer 
the ensuing scarcity of health system funding 
persists, the more likely the policy problems for 
medical services.
The open method of coordination 
as an accelerator of reform
One conceivable way of deescalating this conflict 
between the policy goals of fiscal consolidation 
and the improvement of medical services is to 
pursue reform policies that develop the exist-
ing potential for thrift and efficiency in national 
heath care systems. This approach would be fully 
compatible with the goals of coordinating health 
policy at the European level, while addressing 
structural shortcomings. The open method of 
coordination could help enhance the odds of 
prevailing over such defects and defeating ob-
stacles to innovation 10. Systematic collection 
and comparative analysis of individual health 
care systems data when preparing benchmark-
ing reports could lower the transaction costs of 
gathering information, simplify the recognition 
of flaws, and thereby improve the conditions for 
broad learning effects. The open method of co-
ordination could definitely help speed up reform 
by functioning mainly as a clearinghouse for in-
formation. Health care systems in Member States 
offer many suitable opportunities for such accel-
erated modernization efforts.
Again, Germany is a good example. In Ger-
man health policy and among scientific experts, 
there is broad consensus that the system of statu-
tory health insurance in Germany suffers from 
lack of efficiency and quality. Compared to other 
systems in the world, it combines high costs and 
only mediocre health results. Structural weak-
nesses of the medical service system are blamed 
for the most part, especially the lack of preventive 
health policy, the marked segregation of medical 
service sectors, and over-reliance on specialized 
services. Defying every attempt at reform, these 
structural drawbacks in the German health care 
system are exceedingly resistant to change. If in-
ternational comparison were to intensify aware-
ness of (for example) the segregation between 
outpatient and inpatient care or the high rep-
resentation of specialists in outpatient medical 
services, it could facilitate public discussion and 
criticism and help create a public climate con-
ducive to reforming and overcoming these de-
ficiencies. Thus, pressure could grow to change 
structures identified as inefficient or sub-optimal 
and adapt them to superior models.
Conclusions
In principle, the open method of coordination 
appears to be able to help streamline the supply 
structures in the health care systems in EU Mem-
ber States in a way that decreases the pressure to 
ration health services. However, the contextual 
conditions and strategic bearings of initiatives 
coming from the EU and finding their way into 
national health policies through the open meth-
od of coordination give reason for great skepti-
cism:
•  First, the EU’s political elites are not inclined 
to embark on the contentious and risky path of 
challenging powerful vested interests, particu-
larly on matters of health policy. The preferred 
road to success in the international competi-
tion to attract industry is to downsize the social 
security net and emphasize “personal responsi-
bility”.
•  Second, strengthening the European level of 
action in health policy does not eliminate the 
alignments of national forces and contextual 
conditions that have already thwarted or ham-
pered modernization of medical care structures 
in Member States, not least in Germany.
The functional embedding of the open meth-
od of coordination in a specific vision of com-
petition policy, the obligation of EU Member 
States to adopt the provisions of the European 
Economic and Monetary Union, and the policy-
related regulatory and control problems specific 
to the health sector feed the concern that using 
the open method of coordination in the field of 
health policy could eventually degrade social 
protection in the face of illness.
Therefore, it is wholly probable that the out-
lined changes in the different arenas of Europe’s 
multilevel system will turn out to be policy-field-
specific components of a process that has been 
described as a transition to a new European so-
cial model. 
Embedded in the European financial regime 
and the revamping of competition policy along 
the lines of the Lisbon strategy, a new vision is 
beginning to surface in health policy and other 
fields. In the traditional European social model, 
social policy was understood as an expression 
of public responsibility for the population’s so-
cial welfare. The new vision now replaces “gov-
ernment interventionism in the interest of social 
policy” with “government interventionism in the 
interest of competition policy” 24 (p. 279).
If it succeeds, the foremost goal of strategies 
for active social policy would no longer be to cor-
rect adverse economic and social distributional 
effects of the market and to ensure protection 
against the social risks of life. It would be replaced RECENT TRENDS IN EUROPEAN HEALTH POLICY S141
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by the goal of adapting the European model of 
development to the exigencies of competition in 
a transnationalized economy and of using social 
and health policies primarily as resources for in-
creasing productivity and competition. Against 
this background, increasing pressure is to be 
expected on unhindered access to high-quality 
health care. 
Resumo
Na União Européia, as políticas de saúde e a reforma 
institucional dos sistemas de saúde têm sido tratadas 
principalmente como questões nacionais, levando a 
diferenças importantes entre os sistemas dentro da 
União. Entretanto, o campo da política de saúde está 
passando por um processo dinâmico de europeização, 
estimulado pela mudança recente para uma econo-
mia mais competitiva, conhecida como a Estratégia de 
Lisboa, enquanto as exigências regulatórias da União 
Econômica e Monetária estão promovendo a euro-
peização da política sanitária. Além disso, o método 
conhecido como coordenação aberta, que representa 
uma nova modalidade de regulamentação dentro do 
sistema europeu com múltiplos níveis, é aplicado ca-
da vez mais à área de política sanitária. Enquanto a 
Estratégia de Lisboa acompanha a melhoria estratégi-
ca da política de saúde no sentido mais geral, esta po-
lítica é utilizada cada vez mais para fortalecer a com-
petitividade econômica. A previsão é de que a pressão 
crescente sobre os países membros irá conter custos e 
promover a oferta de serviços de saúde com base no 
mercado.
União Européia; Política de Saúde; Sistemas de Saúde
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